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DEFICIENCY)

N 802 1200-8-6 No Deficiencies

1

During the Life Safety poriion of the annual
Licensure survey conducted on March 10, 2014,
no deficiencies were cited under 1200-8-8,
Standards for Nursing Homes.

N 002

RATOR DIRE: 0 SORF‘ROVID

/ﬁ/ £ Jﬁ /’m AUy 0720

{X6) DATE

L aIie

A
2“7

4yzZ121

If continuation sheet 1 bf 1




